with a "streakiness" in the outline of the gall bladder. These findings, together with the development of a fluid level in serial films, establish a diagnosis of acute emphysematous cholecystitis in preference to that of a fistulous connexion with the alimentary tract. Treatment of this case has been conservative and it is noted from the literature that operation carries a high mortality. The indications for operation would appear to be the presence of gas bubbles outside the lumen of the gall bladder and negative serial films or clinical signs as shown by emphysematous cellulitis of the abdominal wall. Practically all the cases of operation in the acute stage were performed in the days before the present range of antibiotics was available. Our patient has improved rapidly as the diabetes has been brought under control and after his course of antibiotic therapy. The latest radiographs show that radiological improvement has taken place and it is proposed to continue conservative treatment.
I am indebted to Dr. H. J. Hagger for the radiological investigations. BIBLIOGRAPHY FRIEDMAN, J., AURELIUS, J. A., and RIGLER, L. C. (1949) Amer. J. Roentgenol., 62, 814. HEGNER, C. F. (1931) Arch. Surg., Chicago, 22, 993. MCCORKLE, H., and FONG, E. E. (1942) Surgery, 11, 851. MOONEY, B. R., and MATZINGER, K. E. (1952) Canad. med. Ass. J., 66, 66. Mr. G. Qvist suggested that the high mortality rate of cholecystectomy for this type of case is due to contamination of the muscle in the anterior abdominal wall by the very virulent concentrate of Cl. welchii. This organism can exist in the tissues without causing severe toxlmia provided there is no muscle damage, a condition recognized as anaerobic cellulitis. Exposure of bruised or devitalized muscle, however, is necessary for the condition of gas gangrene to develop. The latter is a clinical condition to be diagnosed at the bed side and not merely on a bacteriological finding.
History.-Admitted in a state of extreme salt and water depletion, with a history of occasional vomiting after meals for a year. Ten days prior to admission, vomiting became persistent and copious, and a left proptosis developed gradually over a period of three or four days.
On examination.-He was severely dehydrated. There was proptosis of the left eye (Figs. I and 2), with a dilated, fixed pupil and almost complete ophthalmoplegia, the only movement being minimal abduction. There was no papilloedema and visual fields were full. I~~~~~~~~~~~~~... ..... FIGS. I and 2.-Pituitary fossa tumour causing unilateral proptosis. He appeared older than his 58 years, and had a rather sallow complexion, scanty axillary and pubic hair and small atrophic testicles, suggesting long-standing hypopituitarism.
Intravenous therapy brought about a gradual improvement in his general condition. Vomiting ceased after six days, and there has been slight improvement in the left ocular movements in the last five weeks.
Investigations.-Straight X-rays of the skull (Figs. 3 and 4) show complete destruction of the pituitary fossa, with extension of the bone destruction forward into the sphenoid on the left side. The sphenoidal fissure on the left side is widened and the lateral margin eroded. The left optic foramen is enlarged. There is no evidence of a lesion extending upwards from the pharynx, and no calcification is seen. Carotid arteriograms show slight lateral displacement of the carotid systems.
Examination of the nasopharynx has not revealed a tumour arising in this situation. Blood urea was 218 mg. % on admission, falling to 68 mg. % after rehydration, and urea clearance was 11 % of normal suggesting associated renal disease. The urine contains a trace of protein but no red cells or casts.
Insulinl tolerance test is within normal limits, using a half-dose of insulinl. Basal metabolic rate was -11 %, but this was not considered a truly basal reading, and a radioactive iodine test showed a twenty-four-hour uptake in the neck of only 6 /% of the dose, suggesting gross absence of thyroid function. The twenty-four-hour urinary excretion of 17-ketosteroids was only 2c4 mg.
-The low ketosteroid excretion and reduced thyroid function thus confirm the diagnosis of hypopituitarism suggested clinically. The normal insulin tolerance curve suggests that glucocorticoid activity is still satisfactory. It is concluded that there is a deficiency of thyroid stimulating hormone and gonadotrophins, but the output of ACTH is probably still adequate.-. Diagnosis.-There is an expanding lesion in the region of the pituitary fossa, with extensive destruction of the pituitary gland. The most probable lesion wvould appear to be a chromophobe adenoma with suprasellar extension. It is possible that recent degeneration to an adenocarcinoma has occurred, thus accounting for the acute onset of local symptoms, and the X-ray appearances, which are more suggestive of a malignant lesion. Other possibilities which have been considered are: aneurysm, excluded by the arteriograms; craniopharyngioma, this occurs at a younger age and usually showrs calcification, suprasellar meningioma, this usually produces sclerosis of bone rather than destruction nasopharyngeal tumour, of which no evidence is found locally; chordoma and secondary deposit from a primary carcinoma elsewhere, which are rapidly progressinlg lesions unlikely to account for the longstanding pituitary deficiency.
Treatment.-As the patient has refused operation, he is being treated by radiotherapy. Replacement therapy for the hypopituitarism is planned on the following lines: testosterone implant of 40)0 mg. intended to last about four months, cortisone 12-5 mg. twice daily, and when stabilized on this, thyroid i grain daily initially and subsequently increasing to 1 grain daily.
-JDr. Richard Asher: I thinkc the tumour in this man's pituitary fossa must be a chromophobe adenoma, but one which has extended much farther forward than usual. The absence of any acromegalic changes is against an eosinophil adenoma. It could be a secondary deposit from a primary carcinoma of bronchus (a not uncommon site) but one would have expected greater cachexia with such an advanced lesion if it was malignant.
Certainly the man gives a clinical picture of gross panhypopituitarism and the clinical response to cortisone (and probably thyroid and testosterone as well) might be very gratifying.
I showed a case at the meeting of this Section on January 14, 1955 (not published), with a similar endocrine picture due to a craniopharyngioma and he did very well with these hormones.
